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I‘ the last five years severe epidemics of scalp ringworm have raged through- 

out many cities of the United States, especially along the Atlantic seaboard 
(1, 2), near the Great Lakes, and in the Mid-west (4, 5). In one American 
city with a population of approximately 40,000 there were 565 cases, and in 
another city (3) 1,000 cases over a one-year period. In Canada no recent out- 
breaks have been reported but in 1934 Davidson et al. (6) reported an out- 
break of ringworm of the scalp in Winnipeg with 38 cases. 

Ringworm of the scalp was unknown among Ottawa’s 9,000 Public School 
pupils from 1931 to 1944. Three cases were discovered during 1944, 18 during 
1945, 88 during 1946, and 71 cases in 1947 (to November 30th). Coinciding 
with this increase there was a rapidly increasing prevalence of ringworm of 
the skin: 21 cases in 1944, 28 cases in 1945, 148 cases in 1946, and 43 cases in 
1947 (to November 30th). 

The increasing incidence and serious character of this disease demanded 
active control measures to limit its spread. The senior author, as school medical 
officer, was responsible for the diagnosis and control of these cases, while treat- 
ment of the individual remained in the hands of the family physician or derma- 
tologist. The clinical diagnosis was confirmed in the majority of cases by micro- 
scopic and cultural examination of hairs and skin scrapings. These exami- 
nations were performed at the Provincial Regional Laboratory, Ottawa. 


MATERIALS AND METHODS 


The specimens collected for laboratory examinations were mainly hairs 
from the scalp which under the Wood’s lamp showed the characteristic green- 
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ish fluorescence. This lamp supplies long wave-length ultra-violet rays for 
energizing fluorescent materials and, as reported by Davidson (7), appears to 
have been first introduced into dermatology by Margarot and Devéze (8) in 
1925. A practical source of this light is found in the General Electric Com- 
pany’s Purple-X 250 watt bulb which supplies ultra-violet rays filtered through 
nickel oxide. Since it is known that in early infections there may be no apparent 
evidence of ringworm, the Wood’s lamp was employed because it revealed the 
presence of infected hairs and these were removed by forceps for both micro- 
scopic and cultural examinations. However, in a few cases the specimen was 
inadequate for both microscopic and cultural examinations and in these the 
latter was performed in preference, since a positive culture proved the presence 
of living fungus. 

In the microscopic examination a few hairs were placed in a drop of lacto- 
phenol* and examined under the low and high power of the miscroscope. 

In the cultural examinations, preliminary treatment of the hairs with 70 
per cent ethyl alcohol was carried out before planting on the medium in order 
to control bacterial contamination. This practice was soon abandoned, however, 
because it was found that the fungus outgrew bacterial contaminants and 
could be re-isolated in pure culture without difficulty. Both Pennsylvania 
medium and Sabouraud’s maltose agar were used in parallel comparisons for a 
time but the latter was selected as the medium of choice. Duplicate cultures were 
grown at 37°C. and at room temperature. 

Similarly, hair specimens collected from floors, clippers, combs, and brushes 
of barber shops were examined as above. 

The cultural work presented in this paper was limited to the growth and 
identification of the fungus. For detailed information regarding the biological 
characteristics of the dermatophytes the reader is referred to the papers of David- 
son et al. (9, 10, 11, 12, 13) and to the text of Lewis and Hopper (14). 


RESULTS AND DIscussION 

Results of Laboratory Examinations 

During the period November 1946 to May 1947, a total of 84 specimens, 
78 of hair and 6 of skin scrapings, were examined for the presence of ringworm 
fungi. Of these, 59 were positive by laboratory examination and 25 were nega- 
tive. Of the 84 total specimens, 67 were examined both microscopically and by 
cultivation on Sabouraud’s medium; the remaining 17 specimens were inade- 
quate for both examinations and will be dealt with separately. Of the 67 speci- 
mens, 37 (55 per cent) showed the presence of Microsporon audouini micro- 
scopically and by culture. Fifteen of the 67 (22 per cent) were negative by both 
examinations. Six of the 67 (9 per cent) revealed by microscopic examination 
the typical mosaic of microsporon spores around the hair and were negative by 
culture. Nine of the 67 (13 per cent) were negative upon microscopic exami- 
nation but by cultural examination Microsporon audouini was grown. 

It is the opinion of the authors that both examinations should be carried 
out when the specimen is adequate because occasionally a culture becomes over- 


*Equal parts of lactic acid, glycerine, phenol, and distilled water. 
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grown with common moulds, rendering that test unsatisfactory. When bacteria 
alone contaminate the culture, Microsporon usually pushes out beyond the 
contamination and can then be isolated in pure form. On the other hand, the 
above results show that, of the specimens obviously infected with the ringworm 
fungus, 13 per cent were missed on microscopic examination. Of the 17 speci- 
mens subjected to only one examination, that of cultivation on Sabouraud’s 
medium, 7 were positive and 10 were negative. The group of 15 specimens 
which were negative by both tests included specimens from suspicious or doubt- 
ful cases of ringworm, specimens as checks on cured or treated cases, and in 
some instances specimens from contacts in a family. 

Six specimens of skin scrapings were examined. Four were from girls, two 
being from lesions on the face which were positive for M. audouini by micro- 
scopic and cultural examination, while two specimens were from the legs; 
one of these was positive by both examinations and the other, which was 
scraped from the multiple lesions on the leg, was negative by both exami- 
nations. The other two specimens of skin scrapings were from small lesions on 
the face and neck of two boys. One specimen was negative and one positive. 
Of all the specimens of hair submitted for examination, only four were from 
girls, one being positive by both tests while the other three were negative. 

The higher incidence of infection in the young male population may be 
attributed to several factors, chief among which are probably the more frequent 
cutting of the hair, the exchanging of caps with boys having the infection, and 
the frequent close contact while wrestling and at their play. 

A number of miscellaneous specimens were examined in an attempt to 
locate a common source of these infections. Various articles of barber’s equip- 
ment were examined, with not very fruitful results. However, the fungus was 
isolated from hairs removed from the clippers of one barber. This barber was 
patronized by many of the boys showing the infection. Skin scrapings were 
examined from small bald spots on a dog, with negative results. The dog was 
later found to be suffering from skin parasites. Hairs from a Persian cat were 
also examined, with negative results. Four black squirrels were brought to the 
laboratory for examination. Two had been found dead while the other two had 
been shot. These also gave negative results. 

It is noteworthy that Microsporon audouini was the only fungus isolated 
during the investigation of this outbreak of ringworm of the scalp; and that, 
where cultures were grown from skin scrapings, they also were found to be 
M. audouini. In this respect, the outbreak differs from others (2, 4, 6, 10, 14) 
in which M. lanosum was found to be present in varying proportions. 

Fungus Cultures 

Several media were used for comparative observation and Sabouraud’s 
maltose medium was selected as most suitable. Cultures seemed to grow as well 
at room temperature as in the incubator at 37°C. Contrary to many reports 
concerning the time and rate of growth, we observed a visible change in hairs 
48 hours after planting on the medium. Such hairs appeared to thicken and 
turn grayish in colour, and when the tube was held up to allow light to radiate 
through the medium, fine, radial striations of mycelium could be seen pushing 
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out from the hair. In three days from the time of planting, the fungus could 
be seen without difficulty. Some infected hairs did, however, require several 
days to show growth. The colony started and continued to grow as a flat vel- 
vety disc, grayish in colour, later showing a small hump in the centre. The 
radial grooves in colonies so frequently mentioned in the literature have been 


rare in our cultures. On flat-surfaced media the colonies frequently showed con- 
centric growth rings. 


Microscopic Appearance of the Fungus 


The radial outgrowths of mycelial filaments were thick-walled with deli- 
cate branches at acute angles. The conidia (aleurospores) were pear-shaped 
and attached to the sides of hyphae by flattened ends. Chlamydospores were 
large, 5-7 micra, terminal and intercalary and fairly common. Fuseaux were 
rarely seen. Pectinate bodies have also been rare. 


CLINICAL OBSERVATIONS 
Appearance of Scalp Lesions 


Frequently lesions could not be detected by the naked eye. Generally, 
however, there were seen one or more areas, irregularly defined, where the 
hair was thinned out and had the appearance of having been dusted with fine 
salt or sugar. Mouse-gray, scaly, semi-bald spots showing a few broken stubby 
hairs, were seen in advanced cases. The base of these spots characteristically 
showed no inflammation. Kerion, or acutely inflamed raised areas, was seen 
in two cases. The most common sites of lesions were in the temporal and oc- 
cipital regions of the scalp. 

The Wood’s lamp was found to be a very valuable aid in the routine exami- 
nation of a large number of school children for the detection of cases. Under 
the Wood’s lamp, hairs infected with ringworm fungus show characteristic 
greenish fluorescence while normal hair shows none. The extent of all lesions 
was considerably greater than naked-eye inspection would lead one to believe, 
and many infected spots showing widely scattered clusters of fluorescing hairs 
were revealed for the first time. By this means also it was possible to decide 
upon otherwise doubtful cases and, further, it made possible the selection of 
much more satisfactory specimens for microscopic and cultural examinations. 

Dandruff, Vaseline, and oils cause an even fluorescence on hairs which dis- 
appears when these materials are removed. Iodine may mask the fluorescence 
of hairs under the lamp. 


Treatment 


X-ray epilation was found necessary in most cases. Manual epilation, 
clipping the hair, and the use of various fungicidal ointments cured a few 
cases. All treatment was done in the clinics or by private physicians. 


Control Measures 
Wood’s lamps were supplied to all schools and nurses were trained to use 
them. A special nurse was employed and she devoted her whole time to dark- 


room surveys. All pupils were surveyed frequently. Many of the 88 cases had 
previously been missed by naked-eye inspections. 
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A mass meeting of 170 barbers was addressed and the use of the Wood’s 
lamp demonstrated. Barbers were furnished with printed instructions on how 
to rid their equipment of fungus contamination. They were urged to procure 
lamps for themselves—and many did—in order to prevent further infection. 
Fungus infection had been found in barbers’ equipment, but not frequently. A 
10 per cent Lysol solution, applied for 2 minutes, was found to be the best 
fungicide. 

Working in conjunction with the City Health Department, several theatres 
were inspected. However, no fluorescing hairs on upholstered seat backs were 
discovered. 

Informative bulletins were placed in all hospitals, warning all city doctors 
of the prevalence of the disease and outlining means of control, methods of 
diagnosis, and recommended treatment. 

Pupils were permitted to attend school if they wore satisfactory protective 
caps which were made in school and supplied free. The cap, a sort of tight- 
fitting parka, had to be worn at all times, and the pupils had to be under the 
treatment of a physician. 

Parents were furnished with printed instructions about home care, such 
as frequent clipping and shampooing of hair, seeking expert medical advice, 
wearing and sterilizing of caps, protecting other children, etc. Homes were 
visited frequently and lamp demonstrations were given to parents in order to 
obtain their interest and co-operation. Parents were advised to get lamps and to 
pluck the infected hairs. 


Control measures on the whole have proved fairly effective: the epidemic is 
definitely on the wane (November 1947). Somewhat similar methods of control 
were put in practice by the City health authorities in the Separate Schools 
(10,000 pupils). The few remaining active cases are among those children 
whose parental interest, concern, and co-operation cannot be obtained or among 
those awaiting X-ray treatment. 


SUMMARY 


An outbreak of ringworm of the scalp occurred among the public school 
children of Ottawa between November 1946 and December 1947. A clinical 
and laboratory investigation of this outbreak is reported. The Wood’s lamp, 
which causes infected hairs to show characteristic fluorescence, was employed 
in routine examinations. By this means early cases with no clinical signs were 
detected and control measures effected. It also made possible the selection of 
more satisfactory specimens for laboratory examination. In the laboratory, a 
total of 84 specimens from children were examined. Of these, 59 were proved 
positive in the laboratory and 25 were negative. Only 4 specimens of hair from 
girls were examined, 1 being positive. All others were from boys. Sixty-seven 
specimens were examined both microscopically and culturally. Of these, 37 
(55 per cent) showed Microsporon audouini by both tests. Fifteen of the 67 
(22 per cent) were negative by both tests. Nine of the 67 (13 per cent) were 
negative by the microscope and positive by culture. Six of the 67 (9 per cent) 
were positive by the microscope and negative by culture. Unlike other reported 
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outbreaks of ringworm, M. audouini was the only fungus isolated from the 


infected hairs and skin scrapings. Treatment and control measures are dis- 
cussed. 
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Mortality Reductions in Ontario, 1900-45 
VII. MEASLES AND WHOOPING COUGH 


N. E. McKINNON, M.B. 
Department of Epidemiology and Biometrics 
University of Toronto 


.* the past 15-20 years in Ontario, striking declines are recorded in the 

mortalities charged to measles, to whooping cough, and to respiratory disease 
(pneumonia, etc.) in young life—that part of life supplying the measles and 
whooping cough deaths—as shown in the accompanying plate. It is but natural 
to seek for an explanation, an understanding, of the declines. 

Reported cases fall so far short of actual cases that they, the reported 
cases, are, as Hibbert Hill’ showed, “absolutely worthless” for comparing 
morbidity over any extended period; even for short intervals they merely re- 
flect but do not measure wide fluctuations of prevalence. In so far as measles 
is concerned, there is nothing whatever either in gerteral experience or in 
limited surveys to suggest that there has been any reduction in the incidence 
of cases. There is considerable variation in opinions regarding the incidence 
of whooping cough and respiratory disease; these opinions cannot be as readily 
or as satisfactorily refuted or confirmed as in the case of measles, but certainiy 
there is no tittle of evidence to suggest a decline in the incidence of these con- 
ditions corresponding in time and extent to the declines in their mortalities. 
(Reported morbidity records for measles and whooping cough do not indicate 
any decline, but this is neither here nor there.) With some reservations, then, 
on account of the quality of the evidence, it seems a fair inference that the 
decline in mortality in all three—measles, whooping cough, and common 
respiratory disease—is due to a decline in case fatality rather than to any re- 
duction in incidence. 

Worthless as are reported morbidity records of measles and whooping 
cough for comparison of incidence, they are similarly worthless for comparison 
of the age distribution of cases; general experience, however, fails to indicate 
any shift in the age of attack, any postponement for one or two years or less, 
which might have accounted for a lower case fatality; the fact that all the 
young years of life that supply measles and whooping cough deaths show equal 
rates of decline in these mortalities is, in itself, fairly good evidence that the 
declines in case fatality are not due to any difference in the age distribution of 
the cases. 

In neither measles, whooping cough nor respiratory disease can the de- 
cline in case fatality be attributed to the introduction of any specific or other- 
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wise effectual prophylactic or therapeutic measure. While convalescent serum 
was available for prophylaxis or attenuation of severity of measles throughout 
the period, it was not, it is thought, used sufficiently widely or with such ad- 
vantageous selection as to effect any significant reduction in the over-all 
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mortality rate. The decline in whooping cough mortality was well established 
before the introduction of the newer whooping cough vaccine and was not 
noticeably accelerated by its introduction. The onset of the decline in respiratory 
mortality in young life preceded the introduction of any effectual chemotherapy 
and the trend was not accelerated by that therapy in spite of the fact that 
respiratory mortality in other age groups showed its first persistent and abrupt 
decline coinciding with and undoubtedly due to that therapy. 

Changes in the picture of disease are not uncommonly attributed to 
changes in virulence of the micro-organism. Examination of the hypothesis of 
a changing virulence of a micro-organism accounting for a geographically 
wide-spread change in the picture of any disease in a relatively short time 
has, from a general biological standpoint, but remote probability of validity, 
as the establishment of a variant or mutant and the supplanting of the parent 
stock by that variant or mutant must be of rare occurrence in nature. The 
probability of the hypothesis being applicable to the decline in either measles 
or whooping cough, specifically, is even more remote, as the micro-organisms 
causing these diseases have not, as far as we know, any alternate host and the 
host-parasite relationships have every indication of having been particularly 
well established, thus reducing the probability of change. The probability of 
the hypothesis applying appropriately, then, to the simultaneous and equal re- 
ductions in the mortalities of measles and whooping cough becomes, from the 
biological and statistical standpoint (and common sense standpoint), so fan- 
tastically remote that this hypothesis can be safely dismissed from further con- 
sideration. Nor is the hypothesis applicable to the reduction in respiratory 
mortality in young life; to apply it in this connection, one would have to 
postulate a change in virulence limited to those micro-organisms associated 
with respiratory mortality in that period of life, while those associated with 
respiratory mortality in other age groups remained unchanged ; conjecture thus 
has to be bent to such extremes to fit the occasion that the hypothesis can be 
at once . -regarded. 

The congruity of the lines, especially of the measles and whooping cough 
mortalities, does more than summarily dispose of the hypothesis of changing 
virulence of the micro-organism as applied to either. In itself, it strongly 
suggests that the declines are due to a common factor affecting the diseases 
similarly, rather than different factors influencing the diseases independently. 

While details of the deaths charged to measles and whooping cough in 
Ontario are not at hand, there is no reason to think that they would be differ- 
ent from those of other general experience. It has long been well recognized 
that most of the deaths charged to measles and whooping cough are due to 
complications (mostly respiratory) rather than to the specific disease per se, 
and that disproportionately high case-fatality rates are suffered by physically 
substandard children, children debilitated by neglect, chronic and complicating 
disease, and otherwise. It has been general experience, too, especially in regard 
to measles, that large domiciliary institutions maintained for neglected or 
otherwise needy children contributed distressingly high mortality rates. The 
same factors: debilitation, chronic and complicating disease, and unfavourable 
domiciliary environment, influenced similarly, though perhaps to a lesser 
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degree, the respiratory mortality in young life. A reduction, then, in this type 
of child, the physically substandard child, debilitated by meglect, by chronic 
complicating disease or otherwise, could give, in itself, a reduction in these 
three mortalities—respiratory disease, measles, and whooping cough—and 
quite probably in others as well. There is evidence that there has been a 
proportionate as well as an absolute reduction in this type of child in the 
population. The evidence is three-fold. Firstly, the forces, whatever they were, 
that have accounted for the great declines in mortality in infancy and in the 
pre-school age group must have influenced favourably prelethal states or effects 
of disease such as debilitation, chronicity, and even the occurrence of some 
disease, e.g. tuberculosis, possibly gastro-intestinal infections; those forces, 
then, multiple and largely unknown as they are, might well effect a reduction 
in chronically ill and debilitated children in the population. Secondly, there 
is the factual evidence that marantic children, common 25-50 years ago, are 
now not common, the very occasional admission to hospital now providing the 
only opportunity for demonstration and related clinical and sociological instruc- 
tion. Thirdly, by the early thirties the larger domiciliary institutions for needy 
children had come into disfavour if not disrepute; they have consequently been 
largely disbanded, the children now being boarded in individual foster homes 
with reportedly gratifying results—healthier children, less disease and less 
death. If this three-fold evidence be accepted as indicative of a reduction in 
substandard, debilitated, chronically ill children, this reduction may be ac- 
cepted, it is suggested, as one factor in the reduction in case fatality in respiratory 
disease mortality in young life and in measles and whooping cough mortality, 
and possibly in others too. 

If this view, in accord with common sense, with known established facts, 
and clashing with none, be valid, it is not impertinent to point out that the 
change in the number and proportion of substandard children and consequently 
in the mortality from respiratory disease, measles, whooping cough, and 
possibly in other causes, has been due to changes in relatively small, selected 
groups rather than in the population as a whole. Further efforts, then, might 
well be concentrated on such selected groups in need of attention rather than 
be dissipated and largely wasted over the large part of the population not in 
need of such attention. 

In summary, mortality rates of measles and whooping cough and, too, 
of respiratory disease in young life have shown distinct declines in the past 
15-20 years in Ontario. These declines are due to declines in case fatality 
rather than to a reduction in incidence of the diseases. The hypothesis is ad- 
vanced that the declines in case fatality are due, in part, to an absolute and 
proportionate reduction in physically substandard children—children de- 
bilitated by neglect, by chronic or complicating disease, or by other causes. It 
is not suggested that this is the complete explanation; as in other mortality 
declines, e.g. scarlet fever and tuberculosis, much remains obscure. 


In the September number of the Bulletin of the Mimistry of Health, England and 
Wales, Dr. E. H. R. Harries presents much the same explanation of the decline in measles 
and whooping cough mortality in London, England. 





Industrial Hygiene —A Public Health 
Opportunity 


E. A. WATKINSON, M.D., C.M., D.P.H. 
Division of Industrial Health, Department of 
National Health and Welfare, Ottawa 


ODERN industrial hygiene offers unlimited opportunity for the extension 
of public health services to our adult population and should no longer be 
considered to mean only the control of industrial accidents and occupational 
diseases. Broadly interpreted, industrial hygiene means nothing less than the 
bringing of the whole field of preventive medicine into the working places of the 
gainfully employed for the equal benefit of industry, the worker and the com- 
munity. It has often been said that in many ways the industrial physician occupies 
the same position in relation to adults that the school physician occupies 
in relation to children, the scene of action in the one case being the shop or 
office and in the other case, the school building. 

The mere fact that industry makes possible health supervision of the adult 
population by groups commends industrial hygiene to all concerned with public 
health. Individuals are grouped together daily, readily accessible, to whom the 
physician can bring sound health practices and in whom health consciousness 
may be stimulated through education. Furthermore, through the individuals in 
these groups, health supervision can also be extended to their families, at low 
cost. 

Among the excellent schemes of preventive medicine in this country the 
system of pre-natal, post-natal, and pre-school clinics and medical inspection 
in schools represents an effective and progressive plan for building and main- 
taining the health of our children. The ground gained in improved health of 
these children should not be lost upon their leaving school. Industrial hygiene 
offers the best opportunity for developing an equally intensive program to 
prevent ill health after the healthy boy or girl leaves school and enters into the 
industrial or economic world. To help provide this health ‘supervision for our 
adult population, it is suggested that industrial hygiene should be as important 
a factor in the local public health program as any other of the many preventive 
medical activities and should be integrated with every public health function 
just as child hygiene has been integrated. 

Despite the need and the opportunity for advancing adult health it is a 
lamentable fact that only a small percentage of the working population receives 
the benefits of health guidance and supervision, this group being found in large 
industries or office establishments. Small firms, which employ the majority of 
the wage-earners of this country, are not in a position to maintain their own 


Presented before the Industrial Hygiene Section at the thirty-fifth annual meeting of the 
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health services of a preventive nature. The effort to make available the advantages 
of medical supervision to these many small working groups represents one of the 
pressing problems of public health. 

Although industrial accidents and occuptional diseases may be regarded as 
the special problems of industrial hygiene, these causes combined account for a 
very small proportion of the days lost from work as compared with time lost on 
account of non-occupational conditions. Industrial workers—and this term used 
in its widest sense includes all those engaged in factories, mines, offices or even 
in the field—suffer from the same diseases as the population in general. In fact, 
the great bulk of the adult population is composed of industrial workers. 

The medical health officer has a unique opportunity for improving com- 
munity health by showing an active interest in industrial hygiene and making it 
an integral part of his health program. Owing to the fact that in many of our 
communities few persons are engaged in factory work, the significance of indus- 
trial hygiene may be completely overlooked. When it is considered, however, that 
industrial hygiene surveys the whole orbit of the worker’s health rather than just 
his occupational hazards and that it applies to all gainfully employed adults regard- 
less of the type of employment, it is apparent that there is need for the broader 
concept of industrial hygiene and its inclusion in any community health plan. 
We look, therefore, to the medical health officer for active support in making 
health services more generally available to industry. 

The health officer is already concerned with industrial hygiene, but this 
interest frequently is limited to the investigation and correction of complaints of 
health hazards inside the plant or to complaints of a nuisance outside the plant. 
While in no way should the importance of these activities be minimized, is not a 
practicable opportunity being lost for the promotion of community health by 
restricting participation in industrial hygiene to only these phases of the field? 

The growth of industrial hygiene reveals that employers of labour have long 
recognized a need in industry for the services that industrial hygiene, broadly 
interpreted, can provide. Without guidance many have attempted to meet this 
need in their own way but their efforts have not always given the desired results. 
How logical that industry should turn to the health officer for direction in the 
problems of this branch of public health. By virtue of his training and his office, 
he is well qualified to give guidance to industry in matters relating to the health 
of employees. As leaders of the community, the health officer and employers of 
labour already know and respect each other and employers should expect the 
health officer to point out how health supervision in their plants or offices can 
operate for the benefit of all concerned, resulting in more efficient production and 
better human relations in industry, improved health of the worker and an in- 
creased level of health and prosperity for the whole community. This health 
supervision will require the co-operation of part-time physicians and of nurses in 
order to carry on such essential services as physical examinations, supervision of 
first-aid and counselling of employees who have personal health problems. The 
part-time physician may serve several small industrial establishments and will 


refer sick employees to their family physicians with whatever information he has 
obtained. 
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While the importance of these activities should not be minimized, is not a prac- 
ticable opportunity for the promotion of community health being lost by restricting 
participation in industrial hygiene to these phases of the field ? In addition in almost 
every province there is a Division of Industrial Hygiene which maintains many ex- 
cellent technical services that are available to the health officer. Advice may be 
obtained regarding occupational disease hazards, the use of toxic materials or 
unhealthful environmental conditions, and requests may be made for special 
studies concerning ventilation, lighting or other subjects important to the health 
of the worker. The laboratory of the provincial Division can be of the utmost 
service in the control of hazardous industrial processes by providing routine 
examinations and analyses; for example, the examination of blood smears for 
stippled red cells of persons exposed to lead. There is also another source of 
aid the health officer should not overlook—the private physicians of the com- 
munity. Those physicians who realize the important role occupation plays in 
health and disease can give useful direction to industrial hygiene activities by 
discussing with the health officer cases of occupational disease occurring in 
their practices. In turn, the health officer may frequently be able to assist his 
fellow practitioners in the diagnosis of difficult cases which prove to be occu- 
pational in origin. 

The question arises—“What are the industrial hygiene services that the local 
health unit can render industry of the community?” Some of these services 
might take the following form: 

1. As already mentioned, the promotion of health supervision in industry, by 
pointing out to plant or office executives the benefits to be derived from a pro- 
gram of industrial hygiene. . 

2. Close co-operation with already established medical services in industry in 
the control of tuberculosis and venereal disease. The local health department can 
obtain invaluable assistance from the industrial medical unit which serves as 
a case-finding agency in a large percentage of the adult population. Positive cases . 
can be turned over to the appropriate authority for treatment and follow-up 
of contacts, and this arrangement operates to the mutual advantage of the health 
department and the plant or office medical unit. This kind of effort can also cover 
other infectious diseases and could be extended to include diseases such as 
cancer where early recognition and early treatment are essential measures. Also 
through the help and interest of existing industrial medical units, efforts may be 
made to improve plant housekeeping and sanitation. Similarly, much may be 
done in improving or establishing cafeteria service and rest quarters where con- 
ditions of work justify these facilities. 

3. The health officer might discuss with the plant or office executives or with 
the plant medical director the need for any procedures such as special exami- 
nations, tests or surveys which they are neither equipped nor qualified to do. 
These would include air tests, material analysis and measurements of environ- 
mental conditions concerned with ventilation, lighting or noise. 

The health officer, of course, will in turn obtain aid from the provincial 
Division of Industrial Hygiene in such special matters. Also through the pro- 
vincial authority, the health officer may obtain appropriate and specific informa- 





102 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 39 


tion on toxic manufacturing materials, harmful conditions and exposures for the 
guidance of local industry. 

4. Assisting to integrate activities of industrial hygiene programs in plants and 
offices and establishing common procedures. 

5. Encouraging the responsible persons in the plant or office to take an interest 
in the life of the employee after he leaves his place of work represents a further 
opportunity for improving community health. The health officer can furnish 
information regarding the social services of the community which supplement the 
efforts of his own department in promoting the health and welfare of the members 
of the community. Stimulation of interest in the worker’s life outside the factory 
or office will involve consideration of such subjects as personal hygiene, housing, 
adequate nutrition, recreation and similar factors which directly influence the 
health and well-being and, therefore, the working efficiency of the employee. 

In conclusion, let us not forget that regardless of what our particular 
interest in public health may be, whether child health, maternal health, sanitary 
engineering or industrial hygiene, our efforts are really directed to the ultimate 
goal of better community health, which is one of the important building stones 
of national strength and prosperity. 





A Comparison of Certain Serological Screen 
Tests Employed as Aids in the Diagnosis 
of Syphilis 


BENOIT ROUSSEAU, B.A., D.Pharm. 
Associate Serologist, Division of Laboratories 
Quebec Ministry of Health, Montreal 


F ROM a practical point of view, one of the principal developments in the 
field of serodiagnosis of syphilis in the past ten years has been the wide- 
spread employment of exclusion, or screen, tests. 

The difficulties occasioned by the rapidly increasing demand, since the 
early days of the war, for serological examinations, could not possibly have been 
met by many laboratories without the advantages offered by these tests. It was 
through their use that laboratories with neither the space nor the personnel 
required for the examination, by means of the usual diagnostic procedures, of 
the thousands of blood samples submitted, were enabled satisfactorily to furnish 
the diagnostic aid demanded. In our own Quebec laboratory, for example, the 
use of the Kline exclusion test permitted us to meet an increase of 250 per cent 
in the number of samples received. 

This exclusion test was chosen after consultation with various serologists 
and after a preliminary trial of it in examining nearly 2,000 sera. Since then, 
we have employed it systematically in the examination of all blood samples re- 
ceived, reporting negative results as such, and submitting samples with doubt- 
ful or positive results to the two diagnostic tests regularly used in our laboratory, 
a complement-fixation and the Standard Kahn test. An accurate estimate of 
the value and reliability of this screening procedure was secured by studying 
results obtained with it in testing samples from antivenereal dispensaries of 
various hospitals which specifically requested complement-fixation and Kahn 
tests of those samples. In the period of March, 1941, to July, 1946, a total of 
96,651 blood samples were submitted, accordingly, to the three tests. The com- 
plement-fixation and Standard Kahn results obtained from the samples found 
to be Kline-negative are shown in Table I. The average percentage of Kline- 
negatives that proved to be complement-fixation-positive is 0.10, or about one 
in a thousand ; the average percentage that proved to be Standard Kahn positive 
is 0.05 or about one in two thousand. The number of Kline-negative samples 
which yielded weakly positive or doubtful results is also shown in the table. 

Several Canadian laboratories have been obliged, during the past few 
years, to resort to the use of one or other of the various screen tests available. 


Some employ the Presumptive Kahn, some the Mazzini, and others the Kline 
Exclusion test. 


Presented at the fourteenth annual Christmas meeting of the Laboratory Section, Cana- 
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TABLE I 


Complement fixation Kahn (standard) 


Weak | Doubt. | Neg. Pe 


1941 11956 
1942 


20395 
1943 18944 
1944 j 5 17929 
1945 19156 
1946 


Total 


Recently, the Laboratory of Hygiene of the Federal Department of Na- 
tional Health and Welfare kindly placed at our disposal the material required 
to perform the Mazzini test and we have taken advantage of the opportunity 
thus afforded to compare this test with the Kline Exclusion procedure. 

We found the Mazzini method very simple and easy to perform, especially 
if a standard titrated antigen is obtainable. It was noticed, however, that until 
a certain familiarity with the procedure is attained, the reading of Mazzini test 
results is somewhat more difficult than is that of Kline Exclusion results. 

In order to secure more complete information on the relative utility of 
these tests as well as of the Presumptive Kahn test, the three were employed 
as screening procedures in the examination of 978 blood samples. Of these, 558 
samples were chosen from those, received each day from physicians, regarding 
which no, or very-little, clinical data were available. All samples giving positive 
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or doubtful results with one or more of the three screen tests were examined 
further by means of the routine diagnostic complement-fixation and Standard 
Kahn procedures. Table II shows the protocol of a short series of the results 
obtained. 
Of this first group of samples, the proportions giving such positive or doubt- 

ful results with the different screen tests is as follows: 

Presumptive Kahn 26.87 per cent 

Kline Exclusion ee 

Mazzini —e” * 


The results of the further examination of these latter samples may be dis- 
tributed as shown below: 








Complement Standard Presumptive Kline Mazzini 
Fixation Kahn Kahn Exclusion 

~ + ~ 

— _ 18.45% 10.57% 2.32% 
_ a 6.45 6.45 6.45 
— + 1.79 1.79 1.61 
+ _— 0.18 0.18 0.18 
26.87 18.99 10.56 


The relative lack of specificity shown by the three screen tests, as indicated 
by the proportions of samples negative with both complement-fixation and 
Standard Kahn procedures which showed some positivity with the Presumptive 
Kahn, the Kline Exclusion, or the Mazzini test, is given by the percentages 
18.45, 10.57 and 2.32, respectively. 

The wide margin between the Presumptive Kahn and the Mazzini com- 
parative figures is striking. We must admit, however, that this study was our 
first experience with the Presumptive Kahn and we frequently encountered 
difficulties when attempting to adjust the antigen suspension. We, therefore, do 
not stress the significance of the above Presumptive Kahn results. The Kline 
Exclusion results, on the other hand, conform with our previous experience of 
this test. The Mazzini results are particularly impressive. They indicate the 
Mazzini procedure to be comparatively highly specific. 

As regards the sensitivity of the screen tests, as shown by positivity both 
with one or more of the diagnostic methods and with the screen tests, the Maz- 
zini procedure failed to indicate positivity in one sample which was Standard 
Kahn ++, complement-fixation negative, Presumptive Kahn positive and 
Kline Exclusion positive. All the other samples giving positive results with 
one or both of the diagnostic tests were positive with the three screen tests. 

Of the 978 samples examined in the course of this study, the remaining 
420 were received from antivenereal dispensaries or specialists, with specific 
requests that diagnostic tests be employed in their examination, It is particularly 
from comparison of the results obtained with this group of samples that an 
evaluation of the relative specificity of the screen tests may be secured. Nat- 
urally, the proportion of this lot which showed some positivity with each of the 
three screen tests is higher than those of the first group. The percentages are 


as follows: Presumptive Kahn, 50.23; Kline Exclusion, 57.38; and Mazzini 
test, 45.71. 
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The results obtained upon further examination of these samples showing 
some positivity with one or other of the screen tests are given below: 


Complement Standard Presumptive Kline Mazzini 
Fixation Kahn Kahn Exclusion 


~ ~ ~ 

14.05% 20.48% 8.819% 

30.95 30.95 30.95 
4.28 4.52 4.52 
0.95 1.43 1.43 


50.23 57.38 45.71 


It is to be remembered that the majority of the blood samples under con- 
sideration at the moment were from treated patients. It is possible that com- 
paratively sensitive screen tests might show some positivity in such samples 
after diagnostic test results have become negative. Nevertheless, again it is the 
Mazzini test which gives the smallest proportion of positives when applied to 
the samples that are negative with both the complement-fixation and Standard 
Kahn procedures; and the results with the Presumptive Kahn indicate its spe- 
cificity to be considerably greater than that of the Kline Exclusion test. 

The Presumptive Kahn result of one sample was negative, although that 
of the Standard Kahn test was “doubtful”; the other results from this sample: 
complement-fixation negative, Kline Exclusion and Mazzini positive. The pre- 
sumptive Kahn also gave negative results with two other samples which were 
complement-fixation one-plus, Standard Kahn negative, Kline Exclusion and 
Mazzini positive. In all the other samples, positivity by one or both of the 
diagnostic tests was confirmed by the three screen tests. 

The advantages and disadvantages that we encountered in the use of these 
three screen tests may be briefly reviewed. The Presumptive Kahn test is un- 
doubtedly an excellent screen test, but we frequently experienced difficulty in 
the preparation of the antigen suspension; and considerably more manipulation 
was required by this test than by the other two procedures. Furthermore, read- 
ing of the results was not always easy. 

The Kline Exclusion test has proved, in our experience, to be a very satis- 
factory procedure. Although some difficulty is occasionally encountered in the 
preparation of the antigen emulsion, the quality of which appears to depend 
upon conditions that we have not always been able to control, the results of 
this test are clean-cut and easy to read. The slightly muddy appearance of ag- 
gregates is readily detected and the even dispersion of the particles of the an- 
tigen suspension is likewise quickly recognized. We have found, on the other 
hand, that however numerous may be the multiple volumes of antigen emulsion 
needed for the blood samples to be examined, a previous test of each tube of 
emulsion with known positive and negative sera is advisable. This detail, we 
believe, is not mentioned in the published techniques, but since it was introduced 
in our procedure we have been spared considerable annoyance. 

The Mazzini test, despite our unfamiliarity with it, impressed us very 
favourably. With reagents ready for use, such as those furnished by the De- 
partment of National Health and Welfare, this test becomes a surprisingly 
simple procedure. We found its sensitivity, relative to indications afforded by 
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diagnostic tests, to be quite equal to that of the Kline Exclusion and Presump- 
tive Kahn methods; and its specificity, relative to diagnostic test results, to be 
so marked that this screen test almost constitutes a diagnostic test. In our early 
experience of the Mazzini procedure, the pale colour of the aggregates formed 
with a positive serum, in contrast with the dark colour of those formed when 
the Kline screen test is used, impressed us unfavourably; but, as we discovered 
in our first experience of the latter procedure, necessary familiarity with tests 
of this kind is not obtained in a few days nor even in a few weeks; and, with 
further practice, we found very little difficulty in reading the Mazzini results. 
Apparently, however, this screen test requires the use of glassware that is in 
perfect condition. For example, slight scratches, in glass slides, which ordinarily 
introduce no difficulties in the reading of Kline exclusion results, seriously 
interfere with Mazzini readings. 

On the whole, from the results of this limited comparison of the Presump- 
tive Kahn, the Kline Exclusion and the Mazzini procedures, we are inclined to 
prefer the Kline Exclusion and the Mazzini. If our further experience of the 
latter in the examination of a large number of sera shows its sensitivity to com- 
pare favourably with that of the Kline Exclusion method, we should prefer the 
Mazzini to the Kline screen test. 





B.C.G. Vaccination in a Health Unit 


OCTAVE ROY, M.D., D.P.H. 
Medical Officer of Health 
Verchéres County Health Unit 
Verchéres, Quebec 


A‘ present there is considerable interest in the use of B.C.G. as an effective 

vaccine for the development of immunity against tuberculosis. This is par- 
ticularly true of the County of Verchéres where, after four years of public 
health activity, 55.9 per cent of the children under 5 years of age have received 
B.C.G. During 1946, 62.5 per cent of the new-born babies were vaccinated, and 
20 per cent of all the B.C.G. vaccinations made in the 62 health units of the 
Province of Quebec were carried out in our county by our nursing staff. For 
the present year, our aim is to vaccinate all the school children in addition to 
the new-born group. 


A B.C.G. vaccination program differs widely from other vaccination or 
immunization programs. As a matter of fact, the only thing they have in com- 


mon is the necessity of recall doses in order to keep immunity at a satisfactory 
level. 


Two methods of vaccination are in use: the well known oral method and 
the not so well known scarification and puncture methods. \ 


The procedure for the scarification method is as follows. After disin- 
fection of the skin, a few drops of vaccine are poured on the skin and three 
scarifications 1 centimeter in length and 1 centimeter apart are made either 
with a sterile needle or a scarification on each arm, or preferably, for aesthe- 
tic reasons, on the lumbar region of each side of the spine. Four scarifications 
on the upper part of one arm is enough for the baby. The vaccine is then mixed 
with the exuded sera and the remaining vaccine is poured on a sterile com- 
press, applied to the vaccinated area, and left in place for twelve hours. 


For the puncture method, we proceed as follows. After disinfection of 
the skin, the vaccine is spread over an area of one square inch and with a 
sterile needle 30 punctures are made. The puncture must be deep enough for 
the vaccine to penetrate thoroughly, but not deep enough to draw blood. As 
in the scarification method, the procedure is repeated on the other arm or side 
of the back, except in babies, in whom 30 punctures on one arm suffice. The 
vaccine is allowed to dry for a few minutes; no dressing is needed. 


Presented before the Section of Epidemiology at the thirty-fifth annual meeting of 
the Canadian Public Health Association, held in the Chateau Frontenac, Quebec, May 
20-22, 1947. ‘ 
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From a practical point of view, scarification and puncture may be con- 
sidered as the same method, only the technique being different. However, in 
order to establish any possible difference in the results, we are vaccinating 50 
per cent of our subjects by scarification and the other 50 per cent by punc- 
ture. By periodical tests it will be possible to establish whether or not one 
technique gives better results than the other. It is already established that 
allergy develops faster with the puncture method. On the other hand, four or 
five weeks after vaccination both techniques give roughly the same percentage 
of sensitive reactions to the Vollmer patch test. 

The scarification or puncture method has many advantages. (1) It 
develops allergy in a maximum of eight to ten weeks, whereas B.C.G. given by 
mouth develops allergy only after several months, usually from three to six. 
(2) It allows a better control since it is administered in one sitting whereas 
B.C.G. administered by mouth is given in three successive doses at two-day 
intervals. It is also a time-saving factor when vaccinating new-born babies 
where no previous tuberculin test is requested. (3) It is sure and reliable, 
whereas in oral administration there is always a possibility or danger of the 
infant’s not swallowing the full dose or regurgitating a part of it. 

For these reasons, this method is now used whenever and wherever pos- 
sible. On the other hand, the method is inconvenient in that, except when one 
is dealing with infants under 6 months of age, all subjects must undergo two 
tuberculin tests before being vaccinated or revaccinated. This indicates the 
amount of work involved in this’ practice. 

For our tests we are using, first, the Vollmer patch test. Non-reactors 
are given a second test with Parke, Davis second-test strength diluted to 
0.0025 mg. Where the cost of the Vollmer patch is prohibitive, Parke, Davis 
first-strength may be used initially. 

Since revaccination is just as important as vaccination, our filing system 
has been improved so that none can escape our attention. Recall doses are given 
at the age of 1, 3, 7, and 13 years if oral vaccine is used. With the scarification 
or puncture method, the recall doses are given when the subject is back to a 
negative reaction to the tuberculin tests. Of course, revaccination with this 
method involves many previous periodical tuberculin tests. 

Because of the work entailed in a wide-spread program of B.C.G. vac- 
cination added to the manifold activities of a health unit, all that the medical 
officer can do is to supervise the program; the tests, the readings, and the vac- 
cinations are done by the nurses, provided they are well trained and qualified. 
To this end, our nurses were given special theoretical and practical training 
in this practice. This was facilitated by the courtesy and the co-operation 
of Dr. Frappier, who organized and directed the course, and of Dr. Guy, who 
was responsible for the practical training of the nurses. 

Our work is still in the experimental stage and there are many aspects 
of the problem still to be investigated before a definite program is established. 
Nevertheless, one fact remains: the value of B.C.G. vaccination. In our 
opinion, it should be extended to all health units or centres as part of the 
routine work, as are other immunization procedures. 





The Place of Preventive Medicine in the 


Post-War Army 


E. J. YOUNG, M.D., D.P.H. 
Lieut.-Col., Royal Canadian Army Medical Corps 
Department of National Defence 
Ottawa, Canada 


REVENTIVE medicine has a place in the post-war army. The establish- 

ment of the post-war active army makes provision for full-time health 
officers who are required to have a Diploma in Public Health. This is a new 
development. Before the war of 1939-45 the permanent force medical corps 
did not employ any medical officers on full-time duties in preventive medi- 
cine. During the war of 1939-45 a comprehensive preventive medicine organi- 
zation was developed by the R.C.A.M.C. through the patriotism of the civilian 
public health profession. 

The objectives of service health officers are enumerated below. They may 
be conveniently subdivided into two main categories, (a) objectives under 
present conditions and (b) objectives in the event of a national emergency. 


A. PRESENT OBJECTIVES 


1. The protection of troops against disease and industrial hazards. 
This includes the following: 
(a) Immunization and efforts towards the control of communicable dis- 
eases. 
(b) A program of venereal disease control. 
(c) Study and advice to the proper authorities on such matters as the 
clothing of the soldier, his nutrition, his living quarters, etc. 
(d) A program of industrial medicine where required, i.e., in service 
workshops. 
(e) The usual problems of environmental sanitation: water supply, 
sewage disposal, pest control, etc. 
2. The collection and preparation of health statistics. 
3. Liaison with civil health authorities and with the preventive medicine 
divisions of other fighting services. 
4. Health teaching of all ranks and service dependents. 
5. A preventive medicine program for service dependents, particularly 
where these dependents are living in government quarters. 
6. A study of the preventive medicine experience of the Canadian Army 
in the recent war with the objective of making available to military and civilian 
medicine any data which may be of value. 


Presented before the Section of Epidemiology at the thirty-fifth annual meeting of 
the Canadian Public Health Association, held in the Chateau Frontenac, Quebec, May 
19-22. 1947. 
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B. Oxsjectives IN THE EvEeNT oF A NATIONAL EMERGENCY 

1. Rapid and efficient expansion of the preventive medicine organi- 
zation of the post-war army to meet the requirements of the emergency. 

2. A program of immunization and other methods of prevention to meet 
the needs of the emergency. 

The establishment authorized to meet the above objectives is as follows: 
A. The Post-war Army Active Force: 

At present there is authorized the following personnel: 

1. At Army Headquarters: An Assistant Director of Medical Services 

and a clerical staff. 
2. At Army Commands: A Command Hygiene Officer assisted by a 
sanitary inspector. 

3. At the R.C.A.M.C. School: A School of Hygiene with an officer com- 
manding qualified in preventive medicine and in possession of a Diploma in Public 
Health. 

4. In addition to the above there are a number of nursing sisters in the 

post-war active army who have had training in public health. 

At present there are two vacancies for command hygiene officers and one 
for the officer commanding the School of Hygiene. One of the command 
vacancies will be filled within a few weeks. Authority has been obtained to 
send a medical officer to a D.P.H. course commencing next September and an 
officer with a wide military experience has been selected for this course. In 
addition, a nursing sister is being sent on a course for the next academic year 
to qualify in public health nursing. It is planned to send at least one medical 
officer on a public health course each year. It is felt that a progressive pro- 
gram of this type will build up a sound group of health officers and public 
health nurses within the service and that in addition it will enable suitably 
qualified medical officers to be available for senior administrative appoint- 
ments. 

B. The Post-war Army Reserve Force: 

In the reserve force there are eight field hygiene sections. These units 
are designed to provide preventive medical personnel with the necessary military 
training so that in addition to their professional knowledge they will be 
trained soldiers. These hygiene sections and elements from the active force 
army will form the nucleus of the field force preventive medicine service. In 
addition, a supplementary reserve is in the process of organization to have 
available additional members of the public health profession who may be 
required in the event of an emergency. 

Such are the objectives and the preventive medicine establishments of the 
post-war army. The following points in conection with this program may be 
of interest: (1) a preventive medicine program for service dependents, (2) 
an industrial hygiene program, (3) special problems in sanitation, and (4) 
health teaching. 

Preventive Medicine Program for Dependents: 

At the large army camps a program is under way to provide dependents 

of service men living in government quarters with health services equivalent 
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to those of a health unit. As mentioned previously, amongst the nursing 
sisters of the medical corps are some nurses who are trained in public 
health. At Camp Borden such a nursing sister has made a survey of the 
dependents in the camp with the objective of bringing dependents up to date 
in proven immunization procedures and providing health teaching where 
required. It is hoped that as services become better established it will be pos- 
sible to conduct morbidity studies and that the results of these studies will 
be of value to health officers. This program for dependents is justified from 
a purely military viewpoint as it is known that the efficiency of the service- 
man is increased if his family is healthy. 

Industrial Hygiene Program 

Within the army organization there are numerous workships some of 
which are of considerable size. These workshops present many of the hazards 
encountered in industry. An industrial hygiene program is being developed to 
provide the necessary preventive medical services to the employees of these 
workshops. Here within the army is an opportunity for the command hygiene 
officer and the medical officer in charge of the workshop to develop a modern 
industrial hygiene program. 

Special Problems in Environmental Sanitation 

The post-war Canadian Army has stations in northern latitudes. These 
stations present problems in environmental sanitation. The supply of water 
and the disposal of sewage present new problems under arctic and subarctic con- 
ditions. The control of pests, such as mosquitoes, black flies, etc., becomes a major 
problem in these areas which unless controlled interferes with the efficient perform- 
ance of duty. There are also the problems connected with the individual care 
of the soldier under conditions of severe cold. It is thus apparent that in this 
field of preventive medicine there is ample opportunity for the preventive 
medicine officer to make a contribution both to military and civilian preven- 
tive medicine. 

Health Education 

Knowledge of how to maintain optimum health is a subject of paramount 
importance to the individual soldier and to the military commander. The pre- 
ventive medical services of an army have a duty to instruct the recruit in 
matters of personal hygiene, to refresh the trained soldier from time to time 
in his knowledge of hygiene, and to advise commanders of all grades regard- 
ing health measures for the troops under their command. It is apparent that 
this is a vast field in which the preventive medical officer who is also a trained 
soldier may perform invaluable service by disseminating the latest information 
regarding preventive medicine throughout the army. 

A description of the objectives, organization and some of the special 
problems in preventive medicine of the army has been presented and an 
attempt has been made to show the important place that preventive medicine 
has in the post-war army. In closing may I say that the army can only suc- 
ceed in its health objectives if it has the understanding and support of the 
civilian public health profession and if sufficient numbers of that profession are 


prepared to serve, as they have in the past, in the event of a national emer- 
gency. 
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SUGGESTIONS TO AUTHORS 
a Editorial Board has published, on page 2 of this issue, suggestions re- 

lating to the preparation of papers intended for publication in the JouRNAL. 
The Board believes that the JouRNAL should serve as an avenue for bringing to 
its readers essential information on any aspect of public health. This can be done 
by the prompt publication of reports of investigations and of informative re- . 
views. The field of public health is so broad that, in order to serve the various 
interests, the limited space of the JouRNAL must be divided as fairly as possible. 
For this reason, long papers cannot be accepted. 

There is, in addition, the serious problem of increased printing costs. These 
have increased to such an extent that enlargement of numbers to permit of the 
publication of more papers is impossible with the present budget. The cost of 
printing the JouRNAL during 1947 was double that of 1939. The Board are en- 
deavouring to publish the 1948 JourRNAL within the amount expended last year, 
and because of further increases in cost, this will of necessity mean a reduction 
in the number of pages. 

To assist those who are preparing papers, suggestions are made which it 
is believed will be very helpful. They are designed to permit of conserving space, 
reducing printing costs, and increasing the value of the articles published. It is 
urged that papers be reduced as much as possible by careful editing before being 
submitted and by omitting unessential tables, graphs, and illustrations. Every 
author will, we believe, appreciate the suggestions. 














THE ONTARIO HEALTH OFFICERS ASSOCIATION 


HE thirty-second annual conference of the Ontario Health Officers Associa- 

tion will be held in the Royal Connaught Hotel, Hamilton, on ‘Monday and 
Tuesday, April 26th and 27th, under the presidency of Dr. C. A. Harris, Medical 
Officer of Health of London. The Ontario Branch of the Canadian Institute of 
Sanitary Inspectors, of which Mr. W. L. Smith of Toronto is president, will meet 
at the same time, and a joint session is planned for Tuesday morning, April 27th. 
Speakers at the meetings will include Dr. George P. Gilmour, Chancellor of 
McMaster University, Hamilton; Dr. Henry F. Vaughan, Dean of the School 
of Public Health, University of Michigan; and the Hon. Russell T. Kelley, 
Minister of Health for the Province of Ontario. The program is published in full 
on pages 120-122. 
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SANITARY INSPECTION 


RURAL SANITATION 


S. N. WOOD, B.S.A., D.V.M. 
Department of Animal Husbandry 
The University of British Columbia 

Vancouver, B.C. 


URAL sanitation is a subject requiring 

municipal and governmental attention 
and worthy of a place in teaching curricula 
of all schools, colleges and universities. Yet, 
after centuries of civilized habitation, it is 
a study only partially explored and developed 
—recognized as of major importance only 
by public health officials and medical doctors, 
given but minor consideration by govern- 
ments and municipal departments, and more 
or less completely ignored by educators in 
the field of primary and secondary institu- 
tions of learning. 

Considering the above, as might be anti- 
cipated, the rural populations in general are 
unfamiliar with even the basic principles of 
sanitation as applicable to their homes and 
occupations. At the same time the majority 
of rural people are keenly alert to personal 
and family hygiene. 

In drawing a distinction between the two 
words, sanitation and hygiene, though con- 
trary to the accepted definitions, I wish to 
emphasize the broader application of health 
rules by applying the word sanitation to 
mean cleanliness of the home, surroundings, 
the farmstead and the working areas of the 
rural family; the term hygiene to mean the 
personal cleanliness of the individual, the 
family and their immediate living quarters. 

For discussion this paper will be restricted 
to sanitation as I have defined it, applied 
to rural living. 


GENERAL SANITARY PROVISIONS 


General sanitary provisions must be con- 
sidered, having regard to the ultimate use of 
all agricultural land and habitable areas. 
Thus, selection of property is limited and 


sanitation must be adapted for and applied 
to all topographical locations. Ultimately as 
land settlement in rural areas becomes 
crowded and areas along highways become 
urbanized, municipalities or governments 
will be forced to assume responsibility for 
installation of sanitary drainage and dis- 
posal systems. Building sites can be selected 
within limits and farm layouts can and 
should be carefully planned and executed to 
procure the maximum sanitary advantage. 
Drainage, either natural or artificial, of 
pasture lands is an important sanitary pro- 
vision. For the building site and livestock 
paddocks it becomes a necessity. 

Too frequently the building site is chosen 
for easy access to existing roads or for 
proximity to a water supply. A site should 
be chosen for its natural drainage and pos- 
sibilities for sewage disposed by soil absorp- 
tion and natural processes. If such is not 
available, it should be provided by artificial 
fills where positive drainage can be installed. 

The locating of buildings on the site re- 
quires forethought and a _ predetermined 
drainage system. The farm home should be 
located on the highest portion of the area 
chosen. Advantage should be taken of soil 
conditions and lay of the land to provide an 
area for a sewage disposal system. 

The livestock barn or barns, if different 
species of animals are to be maintained, 
should be given second consideration and so 
located that all drainage sheds are away from 
the living quarters, placed to preclude seep- 
age from the household sewage system enter- 
ing the barnyards or livestock paddocks. A 
separate barn should be provided for each 
type of animal enterprise—cattle, sheep, 
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swine or poultry. Each should be located 
so as to ensure positive drainage from build- 
ings and adjoining yards. Buildings for 
housing livestock should be at least 100 feet 
apart and 200 feet from the house. Outbuild- 
ings including granaries, implement sheds, 
root houses and others not used for animal 
housing may be placed for convenience pro- 
vided they are not in direct line of seepage 
from barns and paddocks. 

Drainage Requirements: Under-tiling 
should be provided even where surface run- 
off is rapid in order to prevent undue surface 
washing and to ensure that rains will carry 
infective materials, pathogenic organisms 
and parasite eggs deeply into the surface soil 
rather than wash such material up against 
fence rows and building foundations or into 
adjoining fields. Surface depressions and 
holes should be filled and tile capacity should 
be such as to prevent other than surface 
puddling during periods of heavy rainfall. 

The farm water supply, always an impor- 
tant factor on livestock farms, need not be 
in immediate proximity to buildings. Water 
can be piped considerable distance at reason- 
able cost if the need arises. An abundant 
source of water is the primary essential; it 
may be obtained from springs, shallow or 
deep wells, or as may be necessary from 
dugouts and catch basins. Whatever the 
source, steps must be taken to ensure clean- 
liness of the water, its freedom from surface 
* contamination, seepage from sewage disposal 
areas and livestock yards. Spring sources 
should be protected by a concrete box, over 
the outlet, which should have a concrete 
cover fitted with a man-hole and pump 
casing or water piping as required. After 
the concrete box is built, a fill should be 
made around the box and a ring ditch pro- 
vided to lead surface water away from the 
spring. Deep or shallow wells, whether dug, 
bored or drilled, should be protected at the 
surface by a ring wall of concrete 6 inches 
thick, extending 12 inches above ground level 
and 4 to 10 feet below ground level, depend- 
ing upon the soil porosity and rate of pene- 
tration by surface water. The top of the well 
should be covered by a concrete slab rein- 
forced, fitted with a pump casing and man- 
hole and sloped from the pump casing out- 
ward one-quarter inch to the foot extending 
at least 18 inches beyond the ring wall, a 
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fill having first been made up to the level 
of the ring wall and extending 10 to 12 feet 
outward to ground level. This area should 
be fenced off and protected from all live- 
stock. Stock watering troughs should be kept 
outside this area. Outside water troughs 
should be placed on a concrete slab and over- 
flow led off by pipe into a tile drain. Mud 
holes immediately adjoining stock troughs 
should be prevented. 


SpectFic SANITARY REQUIREMENTS 
(a) The Farm Home 


Sanitary disposal of waste water and sew- 
age is dependent upon running water in the 
home. A water system may be installed— 
either a simple or an elaborate system may 
be used. Water pressure may be obtained by 
a gravity supply tank or by pneumatic pres- 
sure tanks and pumps. The water supply may 
be obtained from the farm supply if suit- 
able, or from soft-water cistern. Complete 
instructions for satisfactory installations of 
water systems may be procured from various 
institutions, sanitary engineering associations, 
municipal health boards, departments of 
public health or university extension. Such 
instructions should be carefully followed, 
preferably under the supervision of an ex- 
perienced plumber. 

Sewage disposal systems for rural homes 
must of necessity be a complete unit for each 
separate home. It must be of a capacity to 
handle all waste and water from toilets, 
baths, sinks and wash tubs, estimated at the 
maximum requirements of 12 _ persons 
(minimum). Disposal of such sewage is ac- 
complished by one of three ways: 

1. By discharge into a water course. 

2. By discharge into the subsoil. 

3. By discharge on the ground surface. 
Each of these methods of disposal requires 
some form of preliminary treatment to re- 
move the bulk of the solid materials by 
liquefaction. This is best accomplished by 
bacterial decomposition in some type of hold- 
ing chamber, either cesspool, septic tank or 
sewage cistern. Before deciding and building 
any type of system, enquiries as to public 
health legislation and municipal by-laws 
should be made. The use of water courses 
and cesspools is likely to be prohibited or 
subject to special permit arrangements. 

The cesspool is an attempt to combine 
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both treatment and disposal of sewage; after 
brief usage it generally fails to accomplish 
either. As usually constructed, it consists of 
a large hole in the ground, cribbed with 
wood, stone, concrete or brick tile with only 
soil in the bottom and covered over at the 
top, the purpose being to allow the liquids to 
soak away into the ground. Sooner or later, 
however, the solids in the sewage settle 
firmly enough to. completely choke all 
porosity of the soil and the pool becomes 
stagnant and offensive. 

The septic tank, built according to ap- 
proved specifications, is the simplest and 
most practical form of treatment to reduce 
suspended matter, to decompose solids and 
to dispose of the sewage with the minimum 
of nuisance. The function of the septic tank 
is to assist and expedite the natural pro- 
cesses of decomposition and putrefaction. 
Two simple changes take place in such a 
tank. The first is the settlement of the solids 
to the bottom, the grease and lighter mate- 
rials floating to the top. The second is the 
rotting of the settled solids. This is brought 
about by the action of certain types of 
anaerobic bacteria which multiply and feed 
on the solids at the bottom of the tank to 
form liquids and gases. Sewage in a septic 
tank does not undergo any changes that tend 
to purify it; no pathogenic organisms are 
destroyed. Effluent from a septic tank is 
fully as dangerous to health as the raw- 
material discharge from the house. Effluent 
allowed to pond on the surface of the ground 
will create a very offensive nuisance. Septic 
tanks will not continue to operate without 
attention.” Although most of the solids will 
be liquefied, some residue and solids collect 
on the floor of the tank which require to 
be removed manually and periodically. Loca- 
tion of septic tank and disposal of effluent 
should be determined before building the 
home if at all possible. If the home is al- 
ready built, then plumbing within the house 
should be planned and installed to suit the 
best possible location of the septic tank. 
Too often all plumbing is installed before 
any attention or thought is given to the 
septic tank and disposal means. 

Construction of septic tanks should be in 
accordance with approved plans and specifica- 
tions as prepared by sanitary engineering 
specialists. 


CANADIAN JOURNAL OF PUBLIC HEALTH 


Vol. 39 


For the final disposal of the effluent, three 
methods have been referred to and are dis- 
cussed briefly. Discharge into a _ water 
course, direct from a septic tank, will in 
most cases be contrary to existing legislation 
or municipal by-laws and may be used only 
under special permit following secondary 
treatment such as an artificial disposal bed 
with under-drains to collect and lead the 
filtered fluids to a water course. Discharge 
of effluent into the subsoil is the most accept- 
able and preferred method. However, it is 
limited in the quantity of fluid that may be 
absorbed by the soil type. Non-absorbent clay 
soil cannot be used. Absorption tests should 
be made in clay soils before installation of a 
disposal field. Water-logged soils also can- 
not be utilized and in these cases the sewage 
cistern on the combined septic tank and 
cistern must be used. ! 

The cistern disposal system is practical 
and may be used under all conditions of soil 
and health regulations. Its only drawback is 
that it requires to be emptied at regular 
intervals by pump and tank removal. Its 
advantages are positive function and value 
of the collected effluent as liquid fertilizer 
for crop lands. Pumping of the effluent into 
the surface areas should not be encouraged 
but may be done where it will not constitute 
a danger to water sources, and trees or shrub 
plantings can be made to hide the area. 

Effluent from cisterns should not be util- 
ized as fertilizer on growing crops of roots 
or ground vegetables that may be used raw, 
either on the table or for livestock feeding. 
It may be used safely for any crop produced 
and harvested free of soil contamination— 
hay, corn, silage and seed crops. 

(b) Sanitation of Livestock Barns and 
Outbuildings 

Location of the buildings and under-drain- 
age of building sites and yards has been dis- 
cussed. Livestock barns should be con- 
structed on cement foundations with all 
floors either at ground level or raised on 
solid fills covered with cement to prevent 
rat infestation and nesting. Adequate ven- 
tilation and lighting should be provided. 
Stable floors are to be laid to a grade of 4” 
to the foot, from walls to gutters and centre 
to gutters to facilitate washing and drainage. 
All floors should be surfaced with some 
material impervious to water. Inside wall 
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construction should be free from ledges and 
other projections which collect and hold 
dust, and unions with floors and ceiling pre- 
ferably rounded out. Such walls up to win- 
dow levels should be so constructed that 
they can be made impervious to water and 
washed frequently. If feed storage is to be 
provided over the stable quarters, the loft 
floor should be constructed of two layers 
of lumber with building paper in between to 
prevent dust filtering down into the livestock 
quarters. A second ceiling below the loft 
joists is a requirement for dairy barns or 
milking parlours. Storage space for grain 
and concentrate feeds should be provided in 
a room closed off from the animal quarters 
and rat-proofed in so far as possible. 

Outbuildings, if to be used for feed stor- 
age, should be placed on solid cement bases, 
or if of wood construction, raised on cement 
blocks no less than 8” above the ground 
level to discourage rat habitations. 

Livestock yards, holding and feeding pad- 
docks should be well drained, graded and 
surfaced so that they will be reasonably 
dry, can be kept clean and free from ac- 
cumulations of manure and will not be sub- 
ject to puddling in rainy seasons. Such yards, 
if to be used continuously by animals, are 
best hard-surfaced with cement, asphalt 
(black top) or cobblestones. 

Feeding troughs and forage racks must 
be provided and under no circumstances 
should animals be fed on the floor of per- 
manent yards and paddocks. 

Specialized sanitary requirement for 
dairy barns, milking parlours and milk 
houses need not be discussed in this paper. 
Such requirements are fully covered and 
published in Public Health Service Milk 
Ordinances, city or municipal milk ordin- 
ances and codes regulating the production, 
sale and distribution of fluid milk. 

(c) Sanitary Disposal of Farm Wastes 

Barnyard and stable manure is all too 
frequently wasted on many farms. It should 
be considered a very valuable by-product 
and carefully collected and conserved for 
fertilizer. Liquid manure may best be con- 
served by collecting in gutter traps and con- 
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ducted through soil pipe (cast iron or 
vitrified tile) to underground cisterns from 
which it may be pumped into tanks and dis- 
tributed on the fields as fertilizer. 

Manure and soiled bedding should be re- 
moved from the barns daily and stored in 
pit sheds or compost piles or spread directly 
on the fields as green manure. In no case 
should it be stored or spread where loose 
animals may have direct contact with it or 
so piled that it becomes a direct breeding 
place for flies, insects and other pests. The 
shed-covered cement pit and adjoining liquid 
manure cistern is the most satisfactory dis- 
posal system for handling the daily removal 
of manure. It can be fly-proofed with screen 
and when placed 50 to 100 feet distant from 
the milking barn fulfils sanitary require- 
ments. 

Disposal of Dead Animals. Prompt re- 
moval from barns and paddocks is essential. 
All carcasses should be burned completely 
or buried at a depth inaccessible to dogs 
and wild carnivorous animals. Post-mortems 
on diseased animals should not be carried 
out in yards or buildings. This may be done, 
if required, at the place of burial or burning 
and then only by a competent authority such 
as a veterinarian or health officer. 

Common debris if permitted to accumulate 
around the farm becomes a nuisance, a nest- 
ing and breeding place for rats, vermin and 
pathogenic organisms. All refuse, broken- 
down fences, gates, worn-out machinery, 
windfalls and crop wastes should be kept 
removed from the barnyard, livestock pad- 
docks and pasture lands. Such material can 
best be burned and regular clean-ups of such 
waste from the entire farm pay dividends 
in general sanitation and improved appear- 
ances of rural areas. 

Clean fields, tidy fence rows and a neat, 
well-groomed appearance of rural farms and 
homes is the best asset that a province, 
country and nation can have. Rural sani- 
tation deserves more thought by all people, 
definite consideration by municipal and gov- 
ernment administrators and a place in all 
school curricula. 







Association News 


THE THIRTY-SIXTH 


T the thirty-sixth annual meet- 

ing of the Canadian Public 
Health Association to be held in Van- 
couver, British Columbia, at the Hotel 
Vancouver from May 18 to 20, men 
and women whose names are associated 
with major and continuous advances 
in public health in both Canada and 
the United States will lead discussions 
on its general and specific phases of 
public health. 

Canadian and American public 
health workers and medical and nurs- 
ing personnel are invited to attend the 
sessions. 

The conference is being sponsored 
by British Columbia public health 
personnel, with members of the Wash- 
ington State Public Health Association 
as co-hosts. Dr. G. F. Amyot, Deputy 
Minister of Health for British Colum- 
bia and President of the Canadian 
Public Health Association, will be the 
chairman. 

The Executive Council of the Ca- 
nadian Public Health Association will 
convene May 17 in the Hotel Van- 
couver. Annual meetings of the Wash- 
ington State Public Health Associa- 
tion, the British Columbia public health 
workers, and the Canadian Institute 
of Sanitary Inspectors will also be 
held May 17 in Vancouver in con- 
junction with the conference. 

The schedule of the Canadian Public 


Health Association is as follows: 


Tuesday morning, May 18: 


The conference will be divided into 
the following Section meetings: epi- 
demiology, sanitation, industrial hy- 
giene, public health nursing, public 
health administration, public health 
education, nutrition, and venereal 
disease control. 


ANNUAL MEETING 


Tuesday noon: 


The luncheon speaker will be the 
Honourable Paul Martin, Minister of 
National Health and Welfare. 


Tuesday afternoon: 


Addresses of welcome will be pre- 
sented by the Honourable George S. 
Pearson, Minister of Health and Wel- 
fare for British Columbia and Hon- 
orary President of the Canadian Public 
Health Association, and representa- 
tives from the Washington State Pub- 
lic Health Association and the City of 
Vancouver. The presidential address 
given by Dr. G. F. Amyot will be fol- 
lowed by a general conference session. 


Wednesday morning, May 19: 

The aspects of medical care at Fed- 
eral, provincial, and local levels will be 
discussed by Canadian, American, and 
British authorities. 


W ednesday afternoon: 


This time will be devoted to sight- 
seeing trips by boat and automobile, 
followed by a reception in the Hotel 
Vancouver. 


W ednesday evening: 


The annual banquet of the Associa- 
tion will be held. Resolutions adopted 
by the Executive will be presented and 
the new Executive will be announced. 


Thursday morning, May 20: 


A discussion of the Wetzel Grid and 
its practical application in British 
Columbia will be led by Dr. Norman 
C. Wetzel, originator of the grid, and 
by Dr. D. V. Hutton, paediatric 
specialist, Division of Child and Ma- 
ternal Health, Department of National 
Health and Welfare. This will be fol- 
lowed by a general session which will 
include a paper on health education. 
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Thursday noon: 


Luncheon speakers will be repre- 
sentatives from the Department of Na- 
tional Health and Welfare, and the 
United States Public Health Service. 


Thursday afternoon: 


A panel discussion on public health 
administration will be led by Dr. Carl 
S. Buck, Professor of Public Health 
Administration, School of Public 
Health, Ann Arbor, Michigan. Par- 
ticipants will be directors of local 
health services for the State of Wash- 
ington, and British Columbia, Alberta, 
Saskatchewan, and Manitoba. 


Conference speakers include: Dr. 
H. C. Schumaker, Medical Director, 
Federal Security Agency, United 
States Public Health Service, San 
Francisco; Dr. F. D. Mott, Chairman, 
Health Services Planning Commission, 
Department of Public Health, Sas- 
katchewan; and Dr. H. H. Milburne, 
Chairman, Committee on Medical Ed- 
ucation, British Columbia. 


The complete program will be pub- 
lished in the April issue of the Journal. 


Advertisements regarding ‘ 
to four consecutive issues, depending upon the requirements of the agency or person concerned. They are 
limited to seventy words or less, with a confidential box number if desired. There is no charge for this 
service to members of the Association. Health agencies are charged a flat rate of $10.00 for the advertisements 


(up to four consecutive issues) and for the service. The rate for non-members is $5.00. 
confidential clearing of information between prospective employer and employee if desired. 
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Canadian Public Health Association 
EMPLOYMENT SERVICE 


‘positions available” and “personnel available” will be published in from one 
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Those planning to attend the meeting 
are reminded that all applications for 
accommodation should be sent prompt- 
ly to Dr. Stewart Murray, Senior 
Medical Health Officer, Metropolitan 
Health Committee, City Hall, Van- 
couver, B.C. It will be necessary to 
know whether you will be travelling 
by car, the number of people in the 
party, and the type of accommodation 
required. A number of auto courts, as 
well as hotel rooms, have been reserved 
for conference guests. Members are 
asked to make arrangements as private 
individuals for any accommodation 
desired for periods before or after the 
conference dates. 

Anyone planning to attend the con- 
ference may obtain travel information 
from the Vancouver Tourist Associa- 
tion, Georgia and Seymour Streets; 
the Victoria and Vancouver Island 
Publicity Bureau, P.O. Box 608, Vic- 
toria, B.C.; or the British Columbia 
Government Travel Bureau, Victoria, 
B.C. The Provincial Health Depart- 
ment of British Columbia will be 
pleased to answer any additional 
questions. 


The service includes 






Deputy Medical Officer of Health wanted for the City of Ottawa, Ontario. 
Appointee must be a graduate of a recogaized medical college and hold a 
diploma or degree in public health. Prefereace given to applicant with adminis- 
trative experience in puplic health. State qualifications, experience, age, and 
salary expected. Applications to be sent to Secretary, Board of Control, 
48 Rideau Street, Ottawa, Ontario. 












Wanted: Director of Food Control and Sanitation, City of Kingston. Applica- 
tions are invited for the position of Director of Food Control and Sanitation 
for the City of Kingston. Preference will be given to graduates in veterinary 
medicine holding a diploma in veterinary public health or to graduates in arts 
and science holding a certificate in public health. Apply giving particulars of 
age, training, experience, references, and salary expected, to C. C. Wyatt, 
Secretary, Board of Health, City Hall, Kingston, Oatario. 


THIRTY -SECOND ANNUAL CONFERENCE 


Ontario Health Officers Association 
Royal Connaught Hotel, HAMILTON 


APRIL 26 and 27, 1948 


IN CONJUNCTION WITH THE 
ANNUAL CONFERENCE 


Canadian Institute of Sanitary Inspectors 
{Ontario Branch] 


MONDAY, APRIL 26—9.00 A.M. 
ONTARIO HEALTH OFFICERS ASSOCIATION 
Registration—Fee $1.00 


MONDAY, APRIL 26—9.30 A.M. 
ONTARIO HEALTH OFFICERS ASSOCIATION 


BALLROOM 
Chairman: Dr. C. A. Harris, Medical Officer of Health, London, and President 
of the Ontario Health Officers Association. 


Presidential Address. 
Dr. C. A. Harris. 


Addresses of Welcome. 
His Worsnip Mayor LAwrENceE, City of Hamilton. 
Tue Hon. Russet T, KEttey, Minister of Health of Ontario, and Honorary 
President of the Ontario Health Officers Association. 


Open Discussion of Current Problems. 
Appointment of Committees on Nominations and Resolutions. 


Film Strips—Mantoux and Patch Tests (in colors). 


MONDAY, APRIL 26—9.00 A.M. 


CANADIAN INSTITUTE OF SANITARY INSPECTORS 
(Ontario Branch) 


TEN O'CLOCK ROOM 


Registration—Fee $1.00 


Chairman: W. L. SmitH, C.S.1.(C.), Sanitary Inspector, Division of Industrial 


Hygiene, Department of Health of Ontario, and President of the Ontario 
Branch, C.I,S.I. 
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Address of Welcome. 
L. A. CLarKE, M.B., D.P.H., Medical Officer of Health, Hamilton, Ontario. 






The Position of the Sanitary Inspector in Public Health. 
R. A. Kennepy, M.A., M.D., D.P.H., Director, Elgin-St. Thomas Health 
Unit. 


A Comparative Study of the Assigned Duties of the Sanitary Inspector— 
The Generalized Field Versus the Specialized Field. 
A. S. O’Hara, M.R.San.I., C.S.1.(C.), Department of Health, Province of 
Ontario. 
T..H. Jackson, C.S.1.(C.), Chief Quarantine Inspector, Department of 
Public Health, City of Toronto. 

















MONDAY, APRIL 26—2.00 P.M. 
ONTARIO HEALTH OFFICERS ASSOCIATION 


BALLROOM 





Chairman: Dr. C. A. Harris. 






Welfare Problems of Direct Interest to the Local Health Department. 
B. W. Hetse, O.B.E., Deputy Minister of Public Welfare, Province of 
Ontario. 





Discussion: 
Principal Discussants: 
Joun T. Puair, M.B., D.P.H., Deputy Minister of Health and Hospitals, 
and Chief Medical Officer of Health, Province of Ontario. 
Joun S. MorcGan, M.A., Dip. Ed., Assistant Professor of Social Work, 
School of Social Work, University of Toronto. 
Henry F. VAUGHAN, Dr.P.H., Dean of School of Public Health, University 
of Michigan, Ann Arbor, Mich., U.S.A. 









MONDAY, APRIL 26—2.00 P.M. 
CANADIAN INSTITUTE OF SANITARY INSPECTORS 


TEN O'CLOCK ROOM 
Chairman: Mr. W. L. Smirtn. 



















Supervision and Inspection of Tourist Camps. 
Cot. C. D. Crowe, M.C., Director, Development Branch, Department of 
Travel and Publicity, Province of Ontario. 






Some Legal Aspects of the Public Health Act. 
CHARLES WALKER, Solicitor, Department of Health, Province of Ontario. 






Interpretations of Laboratory Reports. 
E. L. Barton, M.D., Director of Laboratories, Department of Health, 
Province of Ontario. 






Films—(1) ‘‘No Hand Stripping.” 
(2) ‘Dishwashing Dividends.” 

3.30 p.m. Afternoon Tea for wives of Delegates and Friends. 

6.00 p.m. “At Home.” 

9.00 p.m. FILM—“Conservation of Wild Life.” 

Refreshments. 


CANADIAN JOURNAL OF PUBLIC HEALTH 


MONDAY, APRIL 26—6.30 P.M. 
CANADIAN INSTITUTE OF SANITARY INSPECTORS 
Banquet 
BANQUET HALL 
Speaker: THE HONOURABLE RUSSELL T. KELLEY, Minister of Health, Province 
of Ontario. 
Subject: Health—A Corner-Stone in the Building of the Nation. 


MONDAY, APRIL 26—8.30 P.M. 
MEETING OF THE EXECUTIVE 
ONTARIO HEALTH OFFICERS ASSOCIATION 


TUESDAY, APRIL 27—9.00 A.M. 
ONTARIO HEALTH OFFICERS ASSOCIATION 
CANADIAN INSTITUTE OF SANITARY INSPECTORS 


BALLROOM 
Joint Chairmen: Dr. C. A. Harris and Mr. W. L. Siru. 
Food Infections. 
R. P. HarpMan, M.D., D.P.H., Epidemiologist, Department of Health, 
Province of Ontario. 
Recent Developments in Public Health Practice. 
Henry F. VAUGHAN, Dr.P.H., Dean of School of Public Health, University 
of Michigan, Ann Arbor, Mich., U.S.A. 
An Evaluation of Chemical Sanitation. 
W. L. Matiman, B.S., M.S., Pu.D.,; Professor of Sanitary Bacteriology, 
Michigan State College, East Lansing, Michigan, U.S.A. 


TUESDAY, APRIL 27—12.30 P.M. 
ONTARIO HEALTH OFFICERS ASSOCIATION 
Luncheon 


BALLROOM 
Speaker: GrorGe P. Gitmour, M.A., B.D., D.D., Chancellor of McMaster 
University, Hamilton, Ontario. 
Subject: “The Little More and How Much it is.”’ 
Tickets ($2.00) wi!l be on sale at the Registration Desk. 


TUESDAY, APRIL 27—2.00 P.M. 
ONTARIO HEALTH OFFICERS ASSOCIATION 


BALLROOM 
Chairman: Dr. C. A. Harris. 
Business. 
The Role of the Private Physician in Preventive Medicine. 
WituramM J. DEApMAN, B.A., M.B., Pathologist, and Director of City 
Laboratories, Hamilton, Ontario. 
Working Relationships. 
V. W. Braven, M.A., F.R.S.C., Director of Institute of Industrial Re- 
lations, University of Toronto. 


TUESDAY, APRIL 27—2.00 P.M. 
CANADIAN INSTITUTE OF SANITARY INSPECTORS 


TEN O'CLOCK ROOM 
Business Session. 








